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SUMMARY
A detailed study af interagency collaboration in adult support and protection
cases was undertC1lkenbetween 2005-2007 in Scotland prior to the passing of
the Adult Support land Protection (Scotland) Act 2007 and its implementation
in 2008. The detai'ed results of this research are reported in Volume 1 of this
report. In that report we note examples of good practice and the very
significant commithient of most staff to ensuring adults at risk of harm are
protected. Here, i~ Volume 2, we make a series of recommendations based
on the failings and shortcomings in the way in which the cases studied were
conducted, or wh re issues were raised that require further consideration in
order to improve p actice.
The recommenda ions cover a wide range of issues, and have been grouped
with respect to the principal agency or committee which should be responsible
for implementatiorn, Le. the Scottish Government (section 2.1); the various
departments and committees of the local authority (section 2.2); service
providers (section 2.3); the Police (section 2.4); the National Health Service
(section 2.5); the Care Commission (section 2.6). For each of the 26
recommendations I we state the aim of the recommendation, the action
,required, how the outcome will be validated, the time scale for
implementation, t~e result and the reporting mechanism with respect to
implementation of the recommendation.
I .
As noted at the outset of the report, the impetus given to improving practice in
the field of adult support and protection in Scotland though implementation of
the Adult Support and Protection (Scotland) Act 2007 in 2008 has already led
to extensive developments in this field. For some agencies some of the
recommendations I~ade may already have been met. However, we are very
aware that this is ~ot universally the case and improvement in this area must
be an on-going pr9cess for many years to come.
We are also aware that though the recommendations are compartmentalised
by agencies or committees, in reality most require collaborative interagency
working. The location of a recommendation in the report should therefore be
seen as indicting ~ho principally should take the initiative, and not taken to
indicate exclusive ~esponsibility.
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1 Introduction to recommendations
In Volume 1 of this report1 we have described in considerable detail the
activity of a range of agencies including the local authority, the National
Health Service and the police in cases in which harm, abuse, mistreatment
and neglect were alleged to have been perpetrated on widely contrasted
individuals. These included older people with dementia, those with intellectual
disabilities, physical disabilities, brain injury and less well defined difficulties in
managing their own social lives. We described in detail a multiple research
design in which case analysis, document analysis and interviews were carried
out to establish in detail the way in which individual agencies and service
providers responded to allegations. We also analysed the part played by
alleged victims and their family members in the cases.
All cases studied' took place before the passing of the Adult Support &
Protection (Scotland) Act 2007 and the Act's implementation in October 2008.
The information collected, therefore, offers a basepoint against which to
compare adult protection practice post the Act. It also points up a number of
weaknesses in adult protection procedures at both agency and interagency
levels that if remedied has the potential to improve practi~ in this area in the
context of implementation of the Act.
In the present Volume 2 of our report we link specific recormmendationsto the
principal agencies which would be responsible for their implementation. It is
possible that in the context of the intensive implementation of the Adult
Support & Protection (Scotland) Act 2007 some of these recommendations in
some local authorities are already being implemented. However, many
should be seen as complementary to, or reinforcing, provisions in the Act and
the associated guidance. '
Though the present report summarises some of the I relevant findings
presented in Volume 1, it is not our intention here to re-P1esentthe study in
any detail. The interested reader can refer back to Volume 1 for the evidence
base. I
2 Overall quality of adult support and ~rotection
At the outset, it is important to comment on the extreme cqmplexity of many
cases of allegations of adult abuse in family settings, but Ialso in managed
facilities. The interpersonal relationships within families ~ere themselves
highly complex, with shifting dynamics and a wide range of external
pressures creating a sometimes chronic, stressful environment. The
historical experiences of family members could also playa :significant part in
family dynamics, influencing contemporary behaviour and attitudes to
allegations. In two cases, for example, the effect of sexu~1abuse involving
family members decades before was still being pla~ed out in the
contemporary situation. In addition, these families were Ulider scrutiny from
I Hogg, J., Johnson, F., Daniel, B. & Ferguson, A. (2009) Interagency follaboration in Adult
Support and Protection in Scotland: Processes and Barriers. VOlure 1: Final Report.
Dundee: White Top Research Unit, University of Dundee. I
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a variety of age~CieSwith respect to the allegations that had been made
and/or the concprns that had arisen. Within their stories, there is
considerable poig ancy and suffering.
Professionals, pri arily social workers, addressed such family situations with
many competing bligations to be met. Prevention of possible abuse had to
be balanced with support for family members often including the alleged
abuser. Evidenc of abuse in such cases was often inconclusive but had
sufficient face va idity to demand sustained intervention. Alleged victims,
sometimes spora ically and sometimes entirely consistently, did not wish to
be "protected". Ir one case in which advice was sought from the Mental
Welfare Commission, the commission was clear in its statement on the
necessity of balan
f
ling the alleged victim's right to positive, if potentially risky,
experiences and t e social work department's duty to take protective action.
The legal context or intervention was also far from simple and involved close
working with mental health officers and lawyers within the local authority.
Social workers we e also at the centre of a complex network of agencies and
service providers all in varying degrees with information to provide and
sometimes with a ecisive potential role to play in addressing the allegations
or their consequ nces. Expectations of each agency's role by the other
agencies involved did not always coincide with that agency's actions or lack
of actions, creati g frustration with, and sometimes impeding, interagency
processes. For expmple, social work departments had only limited influence
over the input ofl other agencies such as NHS staff or the police, yet
nevertheless werel obliged to engage in interagency working with them. The
wider political co~text also had to be considered, with the possibility of
councillors or MSRs becoming involved.
When these two reas are brought together - the family context and the
interagency conte within which allegations of abuse are addressed - then
the overall compl xity of the situation is clear. Significant tensions could
arise from differin judgements regarding support for an at-risk individual
between social w rkers and the family and between social workers and
professionals from other agencies.
That good practice in adult protection was possible was clearly evidenced in
some of the cases
~
reViewed.It is equally clear that however well intentioned,
much adult protect ve practice fell short of being as effective as it should have
been. In emphasising areas of possible improvement we are focusing on
such shortcoming rather than suggesting that poor performance was the
norm. Some of I the recommendations we make will be seen in some
authorities as ha
]
ing already been implemented, and indeed, the good
practice noted has informed these. However, review of these aspects of adult
support and protec.ion is still merited.
I
In line with the c9ncordat between The Scottish Government and COSLA,
direction to the whole adult support and protection initiative in Scotland has
been given by the ,ScottishGovernment, principally through enactment of the
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Adult Support and Protection (Scotland) Act 2007 and the related, extensive
implementation programme taking the provisions of the Act forward. At local
level, the establishment of Adult Protection Committees has placed a statutory
obligation on these committees to ensure that appropriate and robust
procedures are in place to ensure effective adult protection. These
committees are responsible for interagency collaboration between local
councils, the NHS, the police, the Scottish Commission for the Regulation of
Care and a wide range of statutory and voluntary agencies. Below we
summarise the principal findings of the research that underpin the
recommendations and link these to the agencies just noted. Clearly each
agency or body can only implement the recommendations in collaboration
with their partners as part of their on-going multiagency work.
2.1 SCOTTISH GOVERNMENT
As described above, the Scottish Government took the initiative with respect
to the introduction of adult protection legislation and the extensive programme
of training and awareness raising that has followed. Joint work to implement
the Adult Support & Protection (Scotland) Act 2007 is specifically cited in the
concordat between the Scottish Government and COSLA. The nature of the
implementation programme, however, locates most of thel recommendations
that follow firmly at the local level, with special responsibilities falling to the
Adult Protection Committees established under the Act.
There are, however, some overarching issues which we would recommend
that the Scottish Government takes a national initiative on. At present the
development of education and training in the field of adult protection is
developing across a wide range of higher education institutions. We
recommend that the Scottish Government facilitates collaboration between
bodies overseeing initial and post-qualifying/registration training, course
designers, professionals directly involved in practice and researchers to
ensure that training reflects the available body of evidence and good practice
(Recommendation 1). Further areas in which a lead can be taken relate to
clarification of the criteria for initiating an adult protection process
(Recommendation 2) and with respect to the process of risk assessment
(Recommendation 3).
Recommendation 1: The Scottish Government should undertake a
development event with all relevant bodies overseeing initial and post-
qualifying/registration training and education in adult protection in order
to ensure that training and education address the ~ey objectives of
Scottish Governmentpolicy.
Aim: To ensure that adult protection training and education in
Scotland addresses key national policy objectives.
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Action:
Validation:
Time scale:
Result:
Reporting:
The Scottish Government should convene a conference
I of professional bodies responsible for training and
education to review available courses and initiatives in
these areas from the perspective of national policy
objectives.
I Post-conference review of training and education.
Conference to be held April 2010 and review of training
and education October 2010.
Post-qualifying/registration training of all relevant
professional groups facilitate implementation of national
objectives in adult support and protection.
Scottish Government Adult Support and Protection
Division reports to Minister on outcomes.
Recommendation 2: The Scottish Government Implementation Group
should constitute a sub-group to develop a flexible but consistent
approach to risk assessment with special reference to determining
thresholds for adult protection interventions.
Aim:
Action:
Validation:
Time scale:
Result:
Reporting:
To achieve consistency and convergence of judgements
on the threshold for adult protection intervention when
allegations of harm are made.
Criteria for action should be formulated by a sub-group of
the Adult Support and Protection Implementation Group
to develop criteria which should be communicated to
convenors of Adult Protection Committees for
incorporation into local interagency operating procedures.
Through case audit in which decisions to address cases
through adult protection procedures are presented in
relation to the criteria.
Criteria available for consultation April 2010 and made
available October 2010.
Increased consistency of decision making with respect to
adult protection interventions across cases, agencies and
local authorities.
Adult Support and Protection Implementation sub-group
to report to full Implementation Group.
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2.2 LOCAL COUNCILS
Under Scottish legislation, local councils have the lead role in implementing
and co-ordinating adult protection cases. They have also typically taken the
lead in working with partners in establishing interagency operating procedures
and training and staff development. Responsibilities in local councils are
divided between a number of departments and the research indicated
strengths and weaknesses associated with these different components. We
consider in turn the roles of commissioners/contract departments, adult
protection units or designated adult protection council officers, departments
responsible for staff development and training and Adult Protection
Committees.
2.2.1 COMMISSIONERS
The research indicated a close relationship between the quality of the
commissioning of a service and the subsequent adequacy of adult protection
practice provided by that service. There is a close link between a good quality
service based on effective management and leadership coupled with
appropriate training, on the one hand, and an ethos that precludes the harm
of service users, on the other. A failure on the part of commissioners to
ensure these characteristics set the scene for a harmful environment by: (a)
lack of consideration of the tendering agency's competence in the area of
provision; (b) failure to establish the potential local availability of competent
staff resources; and (c) failing robustly to establish the adequacy of the
agency's adult protection operating procedures. The development of such
services is fundamental to adult protection in managed settings and effectively
provides the environment in which specific protective measures come into
play.
In commissioning services for adults at risk of harm, the implicit relationship
between service quality as reflected in (a)-(c) above should be explicitly
reviewed in order to safeguard service users from harm (Recommendation 3).
Recommendation 3: In commissioning, designing: and monitoring
(inspecting) services for adults at risk of harm, the implicit relationship
between service quality (as reflected in management and staff
competence and attitudes) and adult protection sh9uld be explicitly
reviewedin order to safeguardservice users from harm.
I
Aim: To ensure that a comprehensive appraisal with respect to
adult support and protection is undertaken that
establishes the competence of an agemcy tendering for a
service for individuals at risk harm to deliver such a
service in a way that fully safeguards service users.
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Action:
Validation:
Timescale:
Result:
Reporting:
Local authorities to review their commIssIOning
procedures to ensure that evaluation of tenders explicitly
assesses the agency's demonstrated competence in: the
area of provision; the availability of staffing resources in
the locality; and the adequacy of the agency's adult
support and protection operating procedures and staff
induction, training and support.
The review process with respect to adult protection
should be submitted to the relevant Adult Protection
Committee which will determine the adequacy of this
aspect of the commissioningprocess with respect to adult
protection.
Review process to be stated in January 2010 and
reviewed by the relevant Adult Protection Committee by
March 2010.
Adult Protection is transparently and robustly integrated
into evaluation of tenders for services for adults at risk of
harm.
Achievement of aim to be reported in Adult Protection
Commftreeb~nnmlrepon
2.2.2 ADUYT PROTECTION UNITS AND DESIGNATED ADULT PROTECTION
COU
]
CIL OFFICERS
In most cases revewed in the research the social work department adopted,
though not alway effectively, the role of lead agency and/or this role was
explicitly accepte by other agencies involved. How the case was
conceptualised co Id only be inferred from the actions documented in case
records as clarifie in interviews. What we mean here by "conceptualised" is
whether the case as formally designated as an adult protection case or was
dealt with in the ontext of case management or through other means, or
indeed, was dismi sed as involving no risk or protection issues. This applied
particularly to aile ations of harm in domestic settings in which in a number of
cases protective measures were never construed as "adult protection".
Instead they were essentially seen as amenable to care management. One
consequence was Ithat allegations of abuse continued for as long as 15 years
in one case without decisive action being taken.
We would suggestl that the process and strategy of inquiries into allegations of
harm should be defined at the outset of the case in the light of the
responsibilities an~ operating practices of the various agencies. In addition,
(Recommendationl4) in leading the development of protective action, council
officers should be explicit as to how the case is conceptualised, Le. whether in
terms of formal adult protection measures or whether protection is seen to be
the outcome of a non-formal adult protection approach. With respect to the
latter, the criteria that would have to be met to reframe the case as a formal
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adult protection case should be stated as this may be necessitated by later
events.
Recommendation4: In leading the development of protective
procedures, council officers should be explicit on how the caSe is
conceptualised whether (a) in terms of adult protection measures
explicitly, (b) protective measures taken in the context of care
management,or (c) no adult protection issues identified. In the event of
(b) or (c) criteria should be set as to when a repetition of (b) and/or (c)
will automatically trigger (a), i.e. formal adult protection proceedings.
Thesedecisions and the reasons behind them should be recorded and
tracked (i.e. (a), (b) and (c» in adult protection recording.
Aim:
Action:
Validation:
Timescale:
Result:
Reporting:
To ensure that clear criteria for engaging in adult
protection procedures or otherwise are set and recorded
and documented in the context of adult protection
records.
Adult protection officers and units ensure that criteria are
stated in interagency operating prooedures, recorded,
and can be accessed during adult protection audits.
Through analysis of outcomes following (a) to (c).
Incorporated into interagency adult protection operating
procedures by April 2010.
Decision making process will be evaluated and long term
outcomes documented and may be audited.
Lead council officer reports as part of case audit process
to Adult Protection Committee.
I
As part of this initial statement on how the case is to be managed, a clear
communication strategy should be articulated to ensure that where
appropriate interagency partners have the opportunity to I contribute to and
benefit from the on-going adult protection process. The local authority should
take responsibility for this strategy in consultation wit~ partners. It is
anticipated that the development of interagency data sharing protocols and
software will in due course document both implementation <j>fthe strategy and
its realisation (Recommendation 5).
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Recommendatio 5: As part of management of the case, a clear
communication trategy with respect to all agencies' dealings with the
alleged victim a d her or his family should be articulated to ensure that
where appropria e they have the opportunity to contribute to and benefit
from the on-going adult protection process.
Aim:
Action:
Validation:
Timescale:
Result:
Reporting:
To facilitate interagency communication during the course
of the adult protection case.
The lead council officer will in consultation with partners
in the relevant agencies plan and state the
communication strategy determining the means by which
data sharing will be undertaken.
Case by case review during and after intervention by
involved agencies led by social work.
Planning for the process to be completed by March 2010.
A clear audit trail on interagency communication will be
available permitting evaluation of the effectiveness of
interagency working.
Development to be reported to Adult Protection
Committees as part of wider reporting on operating
procedures.
There were a num
~
er of examples of cases in which allegations of harm were
not evaluated by social workers in their own right but responded to with
respect to the stat s or credibility of the person making the allegation. There
are obvious dang rs in basing responses on such sources, though where
allegations were C
,.
earIYimplausible or lacked credibility through repetition the
response was un erstandable. However, we recommend that all allegations
are recorded and iven due weight and reasons for not proceeding should be
stated (Recommerydation6).
Recommendatio
~
6: All allegations of harm to adults who are at risk
should be evalu ted in their own right and not responded to entire.ly in
relation to the s tus or credibility of the person making the allegation.
Decision making at this point should be formally recorded.
Aim:
Action:
To ensure all allegations are given due weight in
decisions as to whether to proceed with an adult
protection inquiry.
Operating procedures specify that all allegations are
recorded with reasons related to alleger's
credibility/status noted, and reasons for not proceeding
with an inquiryjustified.
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Validation:
Timescale:
Result:
Reporting:
In reviewing adult protection operating procedures Adult
Protection Committees should expect a clear statement
regarding allegations of harm which were not investigated
because of credibility or status of the person making the
allegation.
Adoption of operating procedure by April 2010.
Operating procedures and recording make explcit
provision for recording status of al/eger and any reason
for not proceeding on basis of allegation.
Adult Protection Committee's biennial report to take
account of this aspect of procedure in reviewing
adequacy of operating procedures.
Attendance at case reviews, case conferences and adult protection meetings
was highly variable with respect to interagency attendance and with regard to
attendance of the alleged victim of harm. Decisions to exclude the latter were
typically made without reference to the person, based on assumptions
regarding their putative capacity and tolerance of stre$s caused by the
discussion. In the light of concerns regarding the human rights of adults who
are subject to protective measures this is of particular conqern. In principle, it
is clearly desirable that an individual should have the opportunity to contribute
at such meetings. There should therefore be a clear stat~ment of principles
regarding grounds for exclusion of alleged victims from an adult protection
meeting, particularly from case conferences and other decision-making
forums. Such principles need to be incorporated into operating procedures,
as suggested in Recommendation 7.
Recommendation 7: There should be clear principles regarding who is
permitted to exclude whom from the adult protection meetings,
particularly at case conferences and other decision-making forums,
particularly with reference to the adult at risk of harm.
Aim:
Action:
Validation:
To ensure that decisions regarding the attendance of the
alleged victim at adult protection and related meetings
are based on clear criteria which are applied
transparently and are specified in operating procedures.
Operating procedures should specify the criteria for
inclusion and exclusion of alleged victims at adult
protection and related meetings.
In reviewing adult protection operating procedures from
whichever agency, Adult Protection Committees should
expect a clear statement regarding the criteria for
inclusion/exclusion of the alleged victim of harm.
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Time scale:
Result:
Reporting:
Adoption of operatingprocedure by April 2010.
Opportunity of alleged victims to contribute to adult
protection meetings is optimised and grounds for
exclusion are specificallyjustified.
Adult Protection Committee's biennial report to take
account of this aspect of procedure in reviewing
adequacy of operating procedures.
Recourse to legal action during the course of an adult protection case almost
entirely involved seeking welfare guardianship under the Adults with
Incapacity (Scotia d) Act 2000. This typically came under consideration
because the ag
~
CieS responsible considered they lacked the power to
intervene at the I vel required because of a variety of constraints. However,
the options for anaging the case that would become available should
guardianship be gained by the local authority were often unclear. How would
guardianship be mployed? Would obtaining it alter in any way strategies
already deployed r available? In pursuing legal provision its implications for
the protective str tegy and the rights of the individual should be explicitly
stated as part of t e overall strategy formulated (Recommendation 8).
Recommendatiol18: In taking legal action in an adult support and
protection case, the protective strategy and associated risk assessment
should be eXPIi
~
iton the role the changed legal powers of the local
authority and the status of the individual will play, and at what stage of
future developm nts.
Aim: I To ensure that where guardianship is sought under the
Adults with Incapacity (Scotland) Act 2000, the
implications for both management of the case and
ensuring the least restrictive intervention should be
stated.
Action:
Validation:
Time scale:
Result:
Operating procedures should specify the ways in which
acquisition of guardianship will lower risk and the actions
to be taken to ensure these outcomes.
In reviewing adult protection operating procedures Adult
Protection Committees should expect a clear statement
regarding the criteria for seeking guardianship as a
, protective measure.
Adoption of operating procedure by April 2010.
Where guardianship is sought the implications for the
protective strategy and the delivery of the least restrictive
intervention to the alleged victim will be ensured.
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Reporting: Adult Protection Committee's biennial report to take
account of this aspect of procedure in reviewing
adequacy of operating procedures.
With two notable exceptions there was an absence of any attempt to draw
together agencies' experiences of the cases and learn from them. In only a
small minority of cases was any attempt made to get closure. The importance
of such closing reviews cannot be overemphasised. First, there is the
opportunity in an interdisciplinary setting to identify processes that were and
were not successful in protection and in resolving the case. These processes
will have occurred both within agencies and between agencies providing in
the latter the opportunity to review operating practices and communications.
Second, they provide an ideal opportunity for agencies to evaluate differences
in approach that bear directly on increasing understanding of cultural and
procedural differences among agencies.
In the heavily pressurised context of human services, the motivation to
undertake such reviews may often take second place to engaging with new
cases and (wrongly) be viewed as unproductive use of time. We therefore
make two recommendations. The first is that such reviews should be built into
the overall process of adult protection and conducted as a matter of course
(Recommendation 9). The second is that Adult Protection Committees should
include in their programmes of work reviews of a subse~ of cases that the
involved professionals judge to illuminate strengths and weaknesses of adult
protection processes. Such information will inform both the committee's
development of protective processes and indicate areas for training and staff
development.
Recommendation 9: Interagency adult protection procedures
should require a concluding summary review of all adult protection
cases and dissemination of lessons learnt to practitioners and those
responsible for training and staff development.
Aim:
Action:
Validation:
Time scale:
Result:
Reporting:
To ensure that lessons learnt in an adult protection case
are drawn, recorded and inform future cases.
Responsible officer to incorporate thif requirement into
adult protection operating procedures.
Staff across agencies in subsequent cc!fsesapply lessons
learnt.
I
To be incorporated into adult prqtection operating
procedures during preparation or revision.
Adult protection cases are more effectively managed.
Adult Protection Committee's bienni~1 report to take
account of this aspect of procedure in reviewing
adequacy of operating procedures. I
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In a majority of ases family involvement was significant and the needs of
family members ther than the indiviqual at risk of harm themselves were
identified. Indeed in some cases adult family members were judged to be at
risk of harm, th
~
U9h there were no instances of formal adult protection
procedures being undertaken on their behalf. However, these needs could
detract from th thoroughness with which protection from harm was
undertaken with r1spect to the principal individual. We therefore recommend
that procedures Tadopted should maintain the imperative to protect the
individual at risk M harm regardless of the competing needs of other family
members (Reeo mendation 10). However, where necessary full adult
protection proced res may need to be initiated where the other adult(s) are at
risk of harm and eet the criteria of an adult at risk of harm as stated in the
Act.
Recommendatio 10: While several family membersmay be considered
clients, in the c ntext of adult protection proceedings the autonomy of
the individual (or individuals) considered at risk must remain distinct
from wider cOl1cerns and specific protective measures must be
monitored in their own right.
Aim: I To ensure that competing needs of adult family members
do not weaken adult protection measures for the principal
adult at risk of harm.
Action:
Validation:
Timescale:
Result:
Reporting:
2.2.3
Clear and distinctive statement of all relevant family
I needs with the integrity of those of the principal individual
at risk of harm preserved.
Case audit documents show that support for individual at
risk of harm remained paramount.
Determined by staff training initiatives and revision of
adult protection operating procedures.
Allegations and interventions will be conducted in optimal
timescale.
Adult Protection Committee's biennial report to take
I account of this aspect of procedure in reviewing
adequacy of operating procedures.
COUNCIL STAFF DEVELOPMENT/TRAINING/EDUCA TION DEPARTMENTS
Lead officers in several cases acted on the basis of an inadequate
understanding of (a) the legal options available for adult protection; (b) an
understanding of the role of the police. A specific example of each will suffice.
There were several examples of consideration of welfare guardianship under
the Adults with Incapacity (Scotland) Act 2000 incases in which it was
apparent (and subsequently established) that the individual did not lack
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capacity. With respect to reporting to the police, lead social workers on
occasions themselves made judgements regarding that there was insufficient
evidence for the police to investigate and did not report allegations to the
police.
In the context of wider training with respect to the Adult Support & Protection
(Scotland) Act 2007, staff development/training/education departments should
also in Level 3 provide training on the wider legal context and the
interdependency of the various Acts relevant to adult protection
(Recommendation 11). In addition, training in the role of the criminal justice
system in adult protection with special reference to that of the police should
be explicitly covered (Recommendation 12).
Recommendation 11: Following intensive on-going training of
professionals in the Adult Support & Protection (Scotland) Act 2007,
training on the wider legal context and the interdependency of the
various relevant Acts needs to be developed for key adult protection
staff.
Aim:
Action:
Validation:
Timescale:
Result:
To ensure interagency staff are informed of legislation
relevant in adult protection cases and informed on legal
actions to be pursued.
Staff developmentltrainingleducation departments should
review Level 3 training material with respect to
information on legislation and undertake appropriate
training.
Through post-course evaluation of training outcomes and
audit.
To be undertaken in the context of on-going and refresher
training in adult protection by July 2009.
Interagency staff will pursue legal interventions in full
knowledge of the scope and outcome of relevant
legislation.
Reporting: Adult Protection Committee's biennial report to take
account of this aspect of procedure in reviewing
adequacy of operating procedures.
Recommendation 12: As part of adult protectic;)n training, the
circumstances that are required for a report to be made to the police
should be clearly defined and the potential role of the police in adult
protection cases clarified for non-police staff.
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Aim: To ensure that in the light of allegations received or
evidence arising from any enquiry, social workers and
relevant council officers are clear on the criteria for
reporting to the police and the subsequent police action
to be expected.
Action: Staff development/training/education departments should
review Level 3 training material to ensure that staff
understand their role with respect to interagency working
with the police and the role of the police in adult
protection investigations.
Validation: Throughpost-course evaluation of training outcomes.
Time scale: To be undertaken in the context of on-going and refresher
training in adult protection by July 2010.
Result: Social workers and council officers will have a full
understanding of their interagency relationship with the
police and the role of the police in adult protection cases.
Reporting: Adult Protection Committee's biennial report to take
account of this aspect of practice in reviewing adequacy
of operating procedures.
2.2.4 ADU T PROTECTION COMMITTEES
Independent advQcacy was thin on the ground in the cases studied. Such
representation is tequired not only in formal meetings, but in the life of the
individual and in~eed beyond the conclusion of the adult protection case.
There are fundirg and capacity-building implications for independent
advocacy in adult IProtection cases, as well as a need to clarify what model of
advocacy should be adopted (Recommendation 13).
Recommendatio~ 13: Adult Protection Committees should take the
initiative in facilitating the design of appropriate independent advocacy
services workingl in collaboration with local advocacy services. ensuring
that resources ~vailable for adult protection measures are extended
equitably to this jspect of support ..
Aim: To ensure the availability of independent advocacy in
cases of adult protection in which the individual at-risk of
harm lacks independent support.
Action: Adult Protection Committees to convene an advocacy
sub-group to review with local advocacy services plans
for independent advocacy in adult protection cases and
the resource implications necessary to establish such
provision.
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Validation:
Timescale:
Result:
Reporting:
Review of advocacy provision as part of preparation for
the independent convenor's biennial report.
Advocacy sub-group to be convened by March 2010 and
report to the Adult Protection Committee by June 2010.
A comprehensive plan for advocacy will be formulated
and the resource implications determined.
Adult Protection Committee's biennial report to review
adequacy of advocacy provision.
We have already recommended (Recommendation 9) that a final case review
and summary should be undertaken. This may take the form of a formal audit
and these should be made available to the Adult Protection Committee which
should review outcomes and develop adult protection practice accordingly
(Recommendation 14).
Recommendation 14: Adult Protection Committees under the guidance
of practitioners and through identification of significant cases should
undertake a subset of case reviews and incorporate relevant insights
into development of adult protection policy.
Aim:
Action:
Validation:
Timescale:
Result:
To ensure that the implications of significant cases for
future adult protection practice are clearly identified.
Adult Protection Committees should establish the criteria
as to what constitutes a significant case and review such
cases on a regular basis.
Through analysing the impact of significant case review
on adult protection operating procedures.
Setting of significant event criteria and procedures for
reviewing such cases completed by March 2010.
I
Adult protection operating procedures are reviewed and
revised making them more fit for purpose.
Reporting: Adult Protection Committee's biennial report to review
development of operating procedures in light of revisions
I
arising from significant case reviews. I
Both victims and alleged victims in the cases studied were 6xtremely diverse.
How they were approached and dealt with in the cases was obviously
conditioned by their characteristics both with respect to their capacity and
personality as well as the circumstances in which they lived. The pervasive
feeling in reading the case files and listening to the interviewees was that
though harm remained unproven in most cases, there was significant cause
for concern and a good probability that harm had occurred. '
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IThe behaviour of ~n individual could lead to an increased risk of harm, though
this in no way im~lies blame on that individual. Though the person may lack
insight into how thleirown behaviour might put them at risk, consideration has
to be given to how, through training and support such behaviour may be
changed to lower risk. More broadly, increasing awareness though education
and training is a flJlrtherdimension of adult support and protection that should
be implemented. I
Recommendation15: Adult ProtectionCommitteesshould as part of
their review of ,local adult support and protection policies request
information on titiatives to enhance protection through awarenessraising of individ als at risk of harmand developappropriate initiativeswith council s ff developmentltraining/education/departmentsand
other statutory a~dvoluntary agencies.
I
Aim: To support people at risk of harm whose own behaviour
increases the probability that they will be mistreated.
Action:
Validation:
Time scale:
Result:
Reporting:
Adult Protection Committee to request information from
relevant service providers, advocacy services and other
relevant agencies what initiatives have been undertaken
to enable those at risk of harm to protect themselves.
Evidence of interventions to achieve this aim.
Review to be undertaken by March 2010.
Adults at risk of harm are better able to protect
themselves from mistreatment.
Outcome of review with recommendations to form part of
the Adult Protection Committee's biennial report.
Individuals who have been harmed, mistreated and/or neglected require
support. Examples were found of excellent follow up treatment and support,
provided both individually and to groups. Such support generally was provided
through social woirk support, but also occasionally through health service
counselling and treatment. In some cases continued care management
sufficed while in others an intervention focused on the consequences of the
harm through counselling or therapy was provided. Recommendation 16
suggests that explicit consideration should be given to the victims' or alleged
victims' therapeutic needs in the aftermath of adult protection cases whether
the allegations were formally substantiated or not.
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Recommendation 16: Adult Protection Committees should determine
that adequate post-case assessments of the psychological and
emotional needs of victims and alleged victims have been carefully
conducted and that resources are available to meet those needs through
appropriate counselling and therapy.
Aim:
Action:
Validation:
Time scale:
Result:
Reporting:
To ensure victims of harm receive appropriate support
through counselling and therapy.
Adult Protection Committee to (a) request information
from relevant service providers, advocacy services and
other relevant agencies regarding what support is
available to harmed individuals and (b) to ensure that
such information is included in case audits; review follow-
up support as part of the audit process.
Provision of evidence that effective counselling and
support is provided in cases where emotional or
psychological damage has resulted from harm.
Adult Protection Committee's review to be completed by
July 2010.
Individuals subjected to harm are better able to cope
emotionally and psychologically with the trauma resulting
from mistreated.
Review of supportive provision to be undertaken by Adult
Protection Committee and reported in biennial report.
2.3 SERVICE PROVIDERS
It is critical that those in frontline services are clear on their obligation to report
suspicions of, or allegations of, harm and how and to whom such reports
should be made. There was some confusion among care home mangers and
staff in this respect, with significant delays in reporting occurring. While
provider agencies generally had adult protection guidelines, these are of little
relevance unless accompanied by effective training in which staff internalise
the adult protection message as well as knowing how to act when such
situations arise. Obstacles to whistle blowing were noted" including lack of
clarity as to what constitutes harm, fear of anonymity not being guaranteed,
as well as fear of repercussions. Recommendations 17 and 18 address these
issues. Both recommendations are particularly relevant to the Care
Commission's stated aim of assessing policies and procedures2.
2 Care Commission (2008) Adult Support and Protection Policy and Procedure. Dundee:
I
Scottish Commission for the Regulation of Care. ~
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Recommendatio 17: Commissioners should establish that
managers and taff of service providers are fully familiar with their
agency's adult rotection policy and procedures, not simply that such
policies have be n developed.
Aim:
Action:
Validation:
Time scale:
Result:
Reporting:
To ensure that the managers and staff in managed
settings fully understand what action to take and what
procedures to follow in the event of allegations of harm
affecting their seNice users.
Training in adult protection procedures should be
assessed by commissioners and audited as part of
seNice reviews by the local authority.
Evidence is provided by seNice providers that managers
and staff are fully familiar with adult protection procedures
related to their seNice providers and made available to
Adult Protection Committees.
Adult Protection Committees should request this
information is available by July 2010 and thereafter
annually.
Efficient .and effective adult protection procedures
become the norm in managed settings.
To the local authority and the Adult Protection
Committee.
RecommendatiOr!'l18: Robust and workable whistle blowing policies
should be evident in all service settings and staff awareness of them
should be an integral part of adult protection training.
Aim:
Action:
Validation:
I To ensure that staff working in managed settings have
the confidence to know that any allegations of harm they
report to the manager will be acted on in conformity with
I the agency's adult protection procedures and that they
will be safeguarded from negative reactions from
management, fellow staff members or others.
SeNice providing agencies should be required by Adult
Protection Committees to review and report their whistle
blowing procedures and ensure that all staff is fully
briefed on procedures and consequences.
Information provided by agencies clearly details whistle
blowing polices and training initiatives to satisfaction of
Adult Protection Committee.
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Timescale:
Result:
Reporting:
To be initiated April-July 2010.
Staff working in managed settings has the confidence to
report all concerns regarding harm.
Adult Protection Committees to report on whistle blowing
review in biennial report.
Family members almost invariably remained closely engaged with and
concerned about their relative in managed settings, including care homes.
They might also be the source of complaints regarding the treatment of their
relative. For them to contribute to the protective process, it is essential that
they are given clear information on the process by which they can make their
concerns known. This applies whether the complaint relates to the general
quality of care or specifically to an allegation of harm. When complaints are
made, this information should be reiterated and support given to them in the
reporting process (Recommendation 19).
Recommendation 19: Family members with a relative in a managed
setting (i.e. residential, day or respite) should receive information from
the service provider on the complaints procedure generally and as to
how to proceed if they make allegations of harm. In the event of their
expressing such concerns, their right to pursue complaints or
allegations and how they should proceedshould be reiterated to them.
Aim:
Action:
Validation:
Timescale:
Result:
Reporting:
To ensure that relatives of alleged victims are familiar
with procedures they have a right to follow in the event of
concern regarding possible harm.
Service providers must inform next-of-kin of procedures
orally on admission of the relative and provide written
information in a language and form appropriate.
Commissioners for the service must ensure that this
requirement is part of the service contract.
Review/inspection of service by commissioner or Care
Commission.
Practice to be introduced from January 2010 with
relatives of existing service users informed by April 2010.
Relatives of individuals at risk of harirn are informed of
their rights regarding their course of action in the event of
concern regarding their relative.
Implementation of this policy should be reported by
commissioners to the Adult Protection Committee.
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2.4 POLICE
There were signifibant delays in reporting allegations of possible criminal acts
to the police, arid in some cases such delays may have compromised
investigations. There are many reasons for such delays, some based on
assumptions abolUt police procedures or conditioned by the desirability of
dealing with the allegations through other means. The circumstances in
which referral to Ithe police is appropriate need to be clearly stated. We
recommend that the police contribute to training of non-police staff with
respect to the leg~1 and procedural context in which the police operate, and
their expectation of their interagency partners (Recommendation 20).
Recommendatioljl 20: As part of adult protection training, the police
should contribut~ to training with respect to the circumstances that are
required for a report to be made to the police and their potential role in
adult protection eases clarified to other agencies.
Aim:
Action:
Validation:
Time scale:
Result:
Reporting:
I To ensure that non-police staff involved in adult
protection cases are clear on the role of the police in
investigations of allegations and the relevant procedures
with respect to their communications with the police.
Police training departments to liase with training
departments in the local council and NHS training
departments to deliver training to relevant staff.
Training to be evaluated pre- and post course.
Training to be delivered May-September 2010.
Adult Protection non-police staff will understand their own
role and necessary actions with respect to
communicating with the police and the scope of police
I activity in cases.
Training and its outcome to be reported to Adult
Protection Committee as part of overall appraisal of
training.
With respect to police investigations, we make two recommendations
(Recommendations 21 & 22). First, we noted that police investigations were
sometimes influenced by input from staff in the care setting, i.e. accepting
information in a way that precluded fuller investigation. An example was
acceptance of the view of staff that the alleged victim lacked capacity and
could therefore not be interviewed. Second, the police in some cases
commented on the standard of care in the service setting. The status of their
knowledge and expertise to do so was unclear, as was the bearing this had
on the case.
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Recommendation 21: In conducting an investigation into allegations
of harm, the police should independently evaluate any information
regarding the alleged victim and alleged perpetrator rather than
accepting information from third parties at face value, however credible.
In all cases steps should be taken to interview/communicate with
alleged victims/perpetrators adopting advice on how best. to
communicate from relevant professionals such as speech and language
therapists.
Aim:
Action:
Validation:
Time scale:
Result:
Reporting:
To ensure that alleged victims and perpetrators rights to
participate in any investigation are respected and their
opportunity to contribute optimised.
Guidance to the police should be provided by the relevant
lead officer in the force.
Through information provided for case audit by police
personnel.
Instructions to be issued March 2010.
Police optimise probability of collecting all relevant
information while the alleged victim of harm is enabled to
contribute to their own safeguarding and his/her rights are
respected.
Implementation reported to Adult Prdtection Committee
through police representative.
Recommendation 22: Where care standards and practices are
deemed relevant to a police investigation, steps should be taken to
ensure that the investigating officers are familiar with such standards
and their implications for adult protection.
Aim: To ensure that police comment on care are informed by
an understanding of national care stanqards.
Action:
Validation:
Time scale:
Result:
Local authority training/staff develoPflent departments
conduct short training sessions for poliqe on national care
staff and evidencing compliance with th~m.
Through information provided for ca~e audit by police
personnel. I
Training to be conducted January-Sept~mber 2010.
In commenting on care standards as part of their report
on investigations, police observations I are made in the
light of actual care requirements.
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Reporting: Outcome of training reported to Adult Protection
Committee as part of overall training review.
A particular sourc~ of dissatisfaction of social workers, but also families, was
the failure of police to provide feedback on the course and outcome of an
investigation. Thi~ difficulty may be resolved in the context of data sharing.
However, the following recommendation reinforces this requirement explicitly
(Recommendation 23).
Recommendatiolj'l23: Police engaged in an adult protection related
investigation should inform the relevant council officer of progress with
respect to key pijases of the investigation, i.e. interviews conducted and
decisions taken tith respect to progressing the case or otherwise.
Aim: To enable non-police personnel involved in adult
I protection cases to act in an informed way with respect to
police involvement.
Action:
Validation:
Time scale:
Result:
Reporting:
Requirements regarding communication to be
incorporated into police and interagency operating
procedures.
I Through review of police/interagency operating
procedures by Adult Protection Committee.
Police/interagency operating procedures to be revised by
April 2010.
Personnel involved in adult protection cases are fully
informed of police activity as they undertake their own
work.
Report to Adult Protection Committee as part of reviews
of interagency operatingprocedures.
2.5 NATIONAL HEALTH SERVICE
Professionally, health provision is multifaceted with widely different modes of
interaction in adult protection cases by health care professionals. GPs, for
example, within the limits of their working practices, i.e. patient consultations
and attendance at adult protection reviews, did exhibit concern for individuals'
overall wellbeing and that of the family. Community psychiatric nurses while
undertaking professional assessments were fully engaged with individuals at
risk. With respect to other health professionals, e.g. psychiatrists and clinical
psychologists, the input required reflected expertise in assessment or
treatment usually requested by social workers but sometimes by other
colleagues in interagency teams. Specific examples were respectively the
many cases where requests for assessment of capacity or psychosexual
counselling were made. This expertise differs from that of social workers and
what is critical is the way in which the very diverse types of health intervention
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are integrated into the process of adult protection, not that healthcare
professionals somehow become a parallel stream with the same adult
protection culture and practice as social work. This is not to say that a shared
value system with respect to the prevention of adult harm should not be
regarded as essential. While any member of NHS staff may become involved
in an adult protection case, GPs, community psychiatric nurses, psychiatrists,
psychologists and speech and language therapists were most frequently
involved in the cases studied, and within the NHS most likely to contribute
together. There is a need to increase the group identity of NHS staff
principally involved in adult protection (Recommendation 24).
Recommendation 24: In formulating interagency policies, health service
input to interagency working needs to be formulated in such a way that
the complementary roles of NHS staff with respect to the prevention of
harm and its physical and mental consequences are viewed in a more
integrated way.
Aim:
Action:
Validation:
Time scale:
Result:
Reporting:
To develop a core of staff with an adult protection identity
within NHS staff, a virtual team with the capacity to work
with the lead local authority officer in a flexible but
integrated way.
Senior NHS management to review involvement of NHS
staff to be undertaken based on on-going case audits to
identify such a core of professionals in each NHS area
and take steps to develop this core as an identifiable
network.
Completion of this process will result In the identification
of the NHS adult protection network across specialties
and professions.
To be undertaken over a six month period, March-
September 2010.
Interagency working will be facilitated qy the clear identity
of the network of professionals in thf] NHS with close
links to adult protection interventions.
To the relevant NHS Board and th(1 Adult Protection
Committee.
3.6 CARE COMMISSION
Prior to the passing of and implementation of the Adult Support and
Protection Act (Scotland) 2007 the Care Commission had published its own
. Interim Procedure for Care Commission Staff in Respect of Adult Protection
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(Care Commissior 2007\ (This document has been superseded by a post-
Act policy and f.rocedure document4.) The twin, but closely related,
elements of adult protection are expressed as: "... to provide the mechanism
whereby Care Cdmmission staff can consider adult protection matters, both
in the context of assessing the policies and procedures of providers and in
responding to adJIt protection concerns they may come across in their day to
day work." (p.3~. The document explicitly acknowledges social work
departments as t~e lead agency and directs "... the immediate notification of
the relevant social work department ... " (p.10) in the event of allegations. In
parallel, the polic~ may also be notified. Care Commission involvement in
the cases studi,s effectively and at times meticulously followed this
guidance. I
There were, how~ver, a few procedural shortcomings. In three cases the
role of the Care Cpmmission as perceived internally by staff was unclear with
a significant disagreement between staff in one case. Co-ordinated working
with the social work department was not evident in some cases. Given that
the Care Commis$ion adult protection procedures are clearly stated and well
developed, it is o~viously important that commission staff are fully cognisant
with them; it also critical that at local level partner agencies, particularly the
social work depar1!mentand police, also understand the role and operation of
the commission. Working practices consistent with both sets of guidelines
(commission's and interagency's) need to be clearly articulated and their
operation should fbrm part of case audits (Recommendation 25).
I
Recommendation 25: Care Commission staff should initiate through the
appropriate Adult Protection Committee a review to determine that
training in key aqencies covers the role and operating procedures of the
Commission in atlult protection cases.
Aim:
Action:
Validation:
Time scale:
Result:
To ensure that all interagency partners and their staff are
familiar with the Care Commission's own operating
procedures in relation to their own procedures.
I Training should be initiated through the Care Commission
and undertaken by the relevant staff development/training
section of each partner agency.
Evidence is provided to the Care Commission that such
training has been conducted and evaluated as effective.
Training should be initiated from May 2010 onwards.
Efficient and effective adult protection procedures
become the norm in managed settings.
3 Care Commission (2007)lnterim Procedure for Care Commission Staff in Respect of Adult
Protection. Dundee: Scottish Commission for the Regulation of Care.
4 Care Commission (2008) Adult Support and Protection Policy and Procedure. Dundee:
Scottish Commission for the Regulation of Care.
28
Reporting: By staff development/training departments and the Care
Commission to the Adult Protection Committee.
3 Scope of the recommendations
As noted at the outset of this report, the impetus given to improving practice in
the field of adult support and protection in Scotland though implementation of
the Adult Support and Protection (Scotland) Act 2007 in 2008 has already led
to extensive developments in this field. For some agencies some of the
recommendations made above may already have been met. However, we
are very aware that this is not universally the case and improvement in this
area must be an on-going process for many years to come.
We suggest that Adult Protection Committees review the research and
recommendations and decide which would be most relevant to local practice
enabling them to prioritise their implementation.
We are also aware that though the recommendations are compartmentalised
by agencies or committees, in reality most require collaborative interagency
working. The location of a recommendation in the report should therefore be
seen as indicting who principally should take the initiative, and not taken to
indicate exclusive responsibility.
The expectation of those working in the field of Adult Protection in Scotland is
that the Adult Support and Protection (Scotland) Act 2007 will lead to
significant improvements in safeguarding adults at risk of harm and in
responding to concerns of harm. To ensure that the resulting improvements
are fully realised, attention to the details of adult protection processes is
essential. It is hoped that the present recommendations make a contribution
to this progress.
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